Introduction. The most common cause for litigation against ophthalmologists in a trauma case is a missed intraocular foreign body (IOFB). IOFBs cause internal eye damage, but some will come to rest in the posterior segment of the eye. Case report. We presented a 57-year-old male who was referred to the ophthalmologist due to decreased visual acuity in his left eye. Slit lamp examination of his left eye showed no pathological findings. Goldmann contact lens examination showed IOFB which was lying in the vitreous body in the inferior-temporal region. Retinal rupture was noticed at 7 o'clock. The optical coherence tomography (OCT) examination was performed and it showed atrophic macular area as well as decreased peripapillar retinal fiber layers thickness. Ultrasound showed the IOFB in vitreous body cavity. History revealed that the patient had an accidental trauma, 48 years ago, when an old bomb from World War II (WWII) exploded. Due to the decrease in visual acuity and fibrosis of the vitreous body surgical intervention was performed on his left eye (phacoemulsification with intraocular lens implantation, pars plana vitrectomy and instrumental extraction of foreign body). Conclusion. The intraocular foreign body (IOFB) was asymptomatic for 48 years. Symptoms depend on material and localization of the foreign body and the type of injury.
Introduction
The frequency of ocular traumas varies between 7 and 9.22% in regard to a total number of all body injuries. The most common cause for litigation against ophthalmologists in a trauma case is a missed intraocular foreign body (IOFB). Commonly injured structures include the cornea, the lens and the retina. IOFBs cause internal eye damage, but some will come to rest in the posterior segment of the eye 1 .
Ocular injuries with foreign body are highly associated with severe ocular damage requiring extensive surgical repair or evisceration/enucleation. IOFB is a common cause of poor anatomical (atrophic eyeball) and visual outcome (amaurosis) 1, 2 . IOFB could be easily overlooked if there are no symptoms such as inflammatory sign, diplopia, pain, etc. The identification of IOFB can be quite challenging clinically.
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Case report
We presented a 57-year-old male who had an explosive injury in the right side of the body (right eye and right hand) long ago, but at the same time he had an injury in the left eye caused by a metallic foreign body, too. He lived for 48 years with an asymptomatic IOFB in his left eye. History revealed that he had an accidental trauma 48 years ago when an old bomb from World War II (WWII) exploded. In that accident, he got numerous face injuries, including the left eye.
He was referred to ophthalmologist due to decreased visual acuity in the left eye and unpleasant flashing lights. Test results were as follows: visual acuity VOD = amaurosis, VOS = cc 0.3; ocular pressure TOD = N (dig), TOS = 18 mmHg. Slit lamp examination showed that there was a big corneal scar in the anterior segment of the right eye, but deeper areas were unreachable and the right eye was atrophic. Slit lamp examination of his left eye showed no pathological findings. There were no scars in eyelids or in the anterior segment of the left eye. Goldmann examination showed IOFB unnoticed until then in the vitreous body of the left eye. Photo-fundus (45°) of his left eye was normal, but ophthalmoscopic examination showed an IOFB ( Figure 1 ) lying free in the vitreous body in inferior and temporal parts near to optic nerve head (at 7 o'clock).
Fig. 1 -Intraocular foreign body (IOFB) in vitreous body of the left eye.
Retinal rupture was noticed at 7 o'clock. Optical coherence tomography (OCT) examination was performed and it showed atrophic macular area as well as decreased peripapillar retinal fiber layers thickness (Figures 2 and 3 ). Ultrasound of the left eye showed the IOFB in vitreous body cavity ( Figure 4) . The patient had complaints on persistent discomfort in his left eye since then. He was examined several times by ophthalmologists during the past period, but nobody noticed an IOFB. Due to the decrease in visual acuity and fibrosis of the vitreous body surgical intervention was performed on his left eye (phacoemulsification with intraocular lens implantation, pars plana vitrectomy and instrumental extraction of IOFB). The extracted foreign body was 1.8 mm in length. Endolaser photocoagulation was performed for a retinal rupture. Postoperative visual acuity in the left eye was VOS = 0.7. 
Discussion
Careful history examination will help in finding asymptomatic IOFB. Simptomatology of IOFB can be various. Symptoms depend on the material a foreign body consists, localization of the body and type of injury. Rarely, when an IOFB completely enteres the eye, its presence can be asymptomatic 3 .
It is well-known that computed tomography (CT) scans or X-rays should represent initial imaging tests performed for metallic IOFB because magnetic resonance imaging (MRI) testing on these patients may result in blindness.
Reviewing the literature of diagnosis and management of traumatic IOFBs is presented together with the schematic ''flight plan'' to assist in clinical decision making when confronted with the IOFB 4 .
There was a study of demographic profile, causes, type of ocular injuries, severity, complications and final visual outcome following the Deepawali festival fireworks in India. Factors associated with poor visual outcome included poor initial visual acuity. Poor visual outcome was associated with poor initial visual acuity and retinal detachment, as in our case, too, if analyzing the state of the right eye 5 . Many authors reported injury patterns, management strategies and outcomes for eye injuries in British Armed Forces in Iraq and Afghanistan. Primary repair can be safely delayed beyond 24 hours in patient's best interests, in order to optimize the conditions for treatment, the opinion we also share 6 . Ranking among the most severe combat damages, warrelated open-globe injuries (WROGI) are not uniform, so the treatment approaches are unclear. The essential issue is to define exact indications for time and resource -intensive vitreoretinal surgery (VRS) known to be an effective procedure for severe posterior segment injuries. The authors studied WROGI structure and summarized experience of specialized ophthalmologic care management during local armed conflicts. Treatment should be determined by the diagnosis, because this damage determines only the choice of enucleation/evisceration of the eye 7 .
Eye injuries represent one of the biggest problems in eye surgery throughout the world, including our country. Vitreoretinal operations are the most prevailing in treatment of serious eye injuries. Pars plana vitrectomy is the most common method of surgical treatment of eye injuries with IOFB 8 . War eye injuries are a specific group of injuries. A relatively low percentage of posttraumatic endophthalmitis is definitely worth attention, especially in comparison with peacetime eye penetrating injuries with IOFB 9 . In our case IOFB was asymptomatic (overlooked) for several decades, due to the nature of material, location and shape of the foreign body. Diagnostic capabilities before 48 years were limited to diagnostic X-rays, and today they are facilitated with the use of ultrasound diagnostic for comprehensive and easier localization and verification of IOFBs.
Conclusion
In the presented case, intraocular foreign body was asymptomatic for 48 years. Nobody had noticed intraocular foreign body when examining the patient because of flashing lights. This symptom was a sign of retinal rupture. In our case, intraocular foreign body was clearly presented in ultrasound and additional imaging tests were unnecessary. Surgical treatment was performed due to the decrease in visual acuity and fibrosis of vitreous body. Pars plana vitrectomy is the most common method of surgical treatment of eye injuries with intraocular foreign body.
